Left ventricular pseudo-aneurysm is a rare complication that usually occurs after myocardial infarction or cardiac surgery. Sometimes it is related to cardiac rupture. We report on surgical management for a left ventricular pseudo-aneurysm that developed four years after surgery for ventricular septal defect in a patient with acute myocardial infarction. Left ventricular (LV) pseudo-aneurysm or false aneurysm is a free-wall rupture contained by pericardial adhesion or the epicardial wall. Although the most common cause is myocardial infarction (MI), it can occur after heart surgery, trauma or infection. 1,2 We report on a case of a 77-year-old woman with LV pseudo-aneurysm after post-infarction repair of a ventricular septal defect (VSD).
Left ventricular (LV) pseudo-aneurysm or false aneurysm is a free-wall rupture contained by pericardial adhesion or the epicardial wall. Although the most common cause is myocardial infarction (MI), it can occur after heart surgery, trauma or infection. 1, 2 We report on a case of a 77-year-old woman with LV pseudo-aneurysm after post-infarction repair of a ventricular septal defect (VSD).
Case report
A 77-year-old woman with a history of post-infarction repair of VSD was noted on regular check-up echocardiography to have an extra-cardiac mass. She had no symptoms. Four years earlier, she had presented with acute anterior wall MI with VSD and underwent successful patch closure.
The electrocardiogram revealed sinus bradycardia with marked T-wave inversion. A chest X-ray showed cardiomegaly. Echocardiography revealed thinning of the wall of the Coronary artery computerised tomography (CT) showed a huge LV pseudo-aneurysm of 7.5-cm maximum transverse diameter (Fig. 3 ). Coronary angiography of the left ventricle also identified LV apex rupture with a false aneurysm (Fig. 4) .
The patient underwent successful surgery with patch closure using Dacron and bovine pericardium. The operative finding showed an approximately 1-cm-sized defect at the LV apex with a pseudo-aneurysm, which may have occurred due to dehiscence of the previous surgical approach site (Fig. 5) .
The patient was discharged without any complications. She remained asymptomatic after six months of follow up.
Discussion
LV pseudo-aneurysm is the result of myocardial rupture contained by adherent pericardium or scar tissue, unlike a true aneurysm, which involves the full thickness of the thin cardiac wall. 1 The aetiology of pseudo-aneurysm is various, the most common cause being transmural MI.
2 LV pseudo-aneurysm may also be found after cardiac surgery, previous chest trauma, infection or inflammation.
1,3-5
In a study of 290 patients with cardiac pseudo-aneurysm, clinical presentation was characterised by congestive heart failure (36%), chest pain (30%) and dyspnoea (25%). However, over 10% of the aneurysms were asymptomatic and diagnosed incidentally using various imaging tools. 2 Electrocardiogram and chest X-ray are not sensitive or specific enough to diagnose LV pseudo-aneurysm. Multiple diagnostic imaging modalities are useful in the differential diagnosis. Echocardiography is usually the first imaging modality to diagnose pseudo-aneurysm because of its wide availability, non-invasiveness and rapid diagnosis.
Pseudo-aneurysm typically comprises a ratio of < 0.5 between the width of the neck and the maximal diameter of the aneurysmal sac. 6 The presence of colour Doppler flow extending from the left ventricle to the aneurysmal space through the narrow neck is another important finding in LV pseudoaneurysm. 7 Recently, contrast echocardiography with to-and-fro flow using a contrast microbubble was used to identify pseudoaneurysm. Cardiac CT is another useful non-invasive method to detect three-dimensional structure, such as location, anatomy of the aneurysm, myocardium, coronary arteries and bypass grafts. 8 Recently, a LV coronary angiogram also identified a LV pseudo-aneurysm with a narrow neck that communicated with the left ventricle. There are no guidelines for the management of pseudoaneurysm due to its rarity. However, early diagnosis and prompt surgical repair is the treatment of choice because of a high risk of spontaneous rupture, leading to a poor prognosis. 10 The pseudo-aneurysm in this case was identified four years after post-infarction VSD patch closure. The patient was asymptomatic and it was detected incidentally through regular follow-up echocardiography. The delayed pseudo-aneurysm may have occurred due to dehiscence of the patch in the friable myocardium, leading to mechanical rupture of the repaired pericardium.
Conclusion
Because of the rarity of the condition, there are no long-term data on delayed complications after post-infarction VSD closure. However, from this case, we highlight the importance of longterm follow up using multiple imaging modalities. 
